Less than 15% of the complaints made to the General Medical Council reach the preliminary screening committee. Yet this committee is the first stage in the disciplinary process when real power can be exercised over the offending doctor. The diversion of so many complaints worries critics of the GMC. ' 
sees the evidence of the complainant, the response from the doctor, and the results of any investigations that there might have been. Up to half of the cases that the committee considers are the result of convictions in the courts.
One of the powers of the committee is to suspend a doctor from the register pending a decision by the professional conduct committee. If this power is to be used the doctor will be asked to appear before the committee. This has happened on only two occasions since the power was given to the committee in 1978 . It is used only in cases when the committee believes that the public are at risk if the doctor continues to practise while waiting to appear before the professional conduct committee.
The committee is assisted by a legal assessor, who is almost always a Queen's Counsel. The assessor does not take part in the judgment but advises on legal points. All of those I spoke to who had worked on the committee-including people critical of the GMCagreed that the committee takes its work very seriously and works hard; its members have read all the paperwork before they arrive, and the standard of the paperwork was said by all to be very good. The committee also seems-by legal standards-to work fast, although no data are available on how quickly cases flow through the system. Sometimes the preliminary proceedings committee will be judging complaints that have been made to the council only a few weeks before, but if the complaint required investigation and arrived at an awkward time (just after one of the meetings) it might take many months to reach the committee.
If the committee thinks that a doctor may have been guilty of serious professional misconduct and that there is enough evidence to support the charge the case will be forwarded to the professional conduct committee. Alternatively, the committee might dismiss the case; another option is to refer the case to the health committee if it decides that the doctor's offence is rooted in a health problem, or it might adjourn the case and seek further evidence on the doctor's fitness to practise. The final option would be to send the doctor a warning letter. Figure 1 The council has arguments to counter these anxieties, but the distrust is important in itself. It is not enough to serve the public interest: the council must be seen to do so. Many doctors who are members of the preliminary proceedings committee and other lay members do not share Mrs Robinson's doubts about the committee: they think that it does a difficult job well.
The professional conduct committee The professional conduct committee is the GMC committee that is known to the public, which reads of salacious cases of doctors accused of having sexual relationships with their patients and hears of some of the most outstanding cases of professional neglect. And it was the forerunner of this committee that appeared in A J Cronin's The Citadel and heard the case of Bodkin Adams, the Eastbourne doctor accused in court of murdering an elderly woman patient. The committee meets in public, and its meetings have all the drama of a court hearing. In a grand room with portraits of former presidents on the walls the accused doctor sits with his or her lawyer before a panel of judges. The chairman of the committee, often the president of the GMC, sits in the middle, and the legal assessor and some council staff sit about him. The press, meanwhile, sit up in the gallery, waiting for something "juicy." Cases are commonly reported only if they contain something of such interest; routine neglect is boring.
Thirty two members of the council, six of them lay members, are elected to the professional conduct committee. The committee sits three times a year for up to four weeks with two panels of 11 Another way of disputing the disciplinary processes of the GMC is to apply for judicial review, and this has happened twice.
Lack of feedback
One criticism of the GMC is that it does not use all the information it gathers on what is wrong with medical practice in Britain to provide any systematic feedback.' Some cases are reported in the press, and some data are presented in the council's annual report together with some general advice-on, for instance, the importance of communicating well with patients and avoiding becoming easy prey for drug addicts. But few doctors read the annual report of the GMC.
In Sweden, by contrast, the private insurance system that operates the country's no fault system of compensating medical injuries and the Medical Responsibility Board, which deals with patients' complaints, between them make considerable use of the data they generate. 7 The no fault fund has collected data on all patient injuries and published them, and it has conducted studies on high risk procedures GMC might well look at more imaginative and helpful ways of using its data and reports.
General anxieties about the disciplinary processes Many of the worries about the GMC's disciplinary system focus on the process, and these have been described in this article and the last two articles (3 June, p 1502, and 10 June, p 1569) and explored by Jean Robinson.' But other anxieties have arisen from looking at the outcome of the system, as recorded by Rosenthal.2 Firstly, Rosenthal looked at the numbers of doctors with non-European names appearing before the disciplin'ary committees (the disciplinary committee and penal affairs committee before 1980 and the preliminary proceedings committee and professional conduct committee since) and noted that they featured in 45% of cases in the 'seventies when non-European doctors made up about a third of all doctors.2 Interpreting these data is difficult-not least because names do not necessarily correlate with ethnic group. But without better data they are worth considering and might be held to mean that the council is biased against doctors from ethnic minorities or that doctors with nonEuropean names are more likely to commit offences that might amount to serious professional misconduct.
Rosenthal's second point is that the number of cases reviewed by the disciplinary committees has remained fairly static whereas the number of doctors has increased enormously (fig 2) . She argues that this restriction is imposed by the resources of the GMC. The council does not accept this. Rosenthal is not, I think, arguing that the council consciously rejects cases because of resource limitations but rather that the machinery operates to keep cases down: "The number of cases actually reviewed . .. is a function of limited time, limited personnel, and limited facilities." She argues that "there is a striking relationship between size of staff and number of cases taken on"-and produces data to support this statement. "Therefore," she writes, "its functions are symbolic, signalling to 
